| - 7 7l
' Form A (B%A) - 2l /\{?J
: (En-'rry Evoinple. )

Request to Attending. Physician ~ (R%SE~DRBEEY)
1. Please fill in this form so that the patient may claJm the national health
insurance benefit

OB RE ORRERROBH ORI LETTOT, AR LET,
2. This form should be completed and signed by the att.end.mg physician
| ZOHERTAYEREE, FOBALTTFEN,
3. One form for each month and one form for hospitalization / outpatient (home visit)

should be filled out. HRE. At Abbl&Eico%, ZOFRABLETT,

Aftending Physician's - Statement
2R A E W B B

1. Name of Patient (Last, Pirst) Age (Date of Birth) Sex {Male'Female)

pes_{abo [tobashe = cesm L/17(980. war 50 Male

2. Neme of Illness or Injury preferably with Number of International Classification
of "diseases for the wuse of National Health Insurance

FREARUVBRRERRAERERSEES ‘
, Acute bronchitis mo. (005
3. Date of First Diagnosis: D / M / ¥ (9,10 , 2015
wnZAa B/ A / & vl ya i
4. Duration of Treatment: 3 days
BRAK A
5. Type of Treatment
TBROSE, : .
DHospitalization : ¥From e s , to / / (  days)
B =] z / (- AF
Out patient or Home Visit: 9. [D /lOfS_ J/ ¢ 201§
ABESt 3L~ o /30(S Z Z

6. Nature and Condition of Ilness or Iijury (n brief)
EROWE Cﬂuﬂh and sore ‘(“l\roc(‘['

7. Prescription, Operation and Any other treatments (n bried
: 7. FitohoLBORE ols e
| Medli cine

8. Was the treatment required as a result of an accidental injury? YesO Nol!\/

BRITEROEERZ LB b OTED, o AN AR
9. Itemized Amounts paid to Hospital and/or Attendir;g Physician : form B
RIS BERXBIck3
10. © Name and Address of Attez‘u]ing Physician
18 2 E DA BT R CMERT . .
Name# i s Lastht Wood forol  meas Jack  mwe ms M. D
AddresstEFf  : HomeB % Bh Rinttle Sheet Combrmde , MA phone@ag [23-%56-1%0

OfficeBxX 1322557 E6 Eost 3%,‘ glf]rreﬁ phone®eE 012~ 345~ {77
New Yor ( EEiariy >
Date R : 3{ ‘//0 /2—° {-S- SignatiureE4 dom‘ohs Sian )

Atten

Reference Number of your Medical Record Gf apphcable)
BRROET [23%5

R o R4
( Hospﬂml : STahP )

P



| ZUNT
Form B (#XB) (Enﬂy Exanple )

Request to Attending Physician or Superintendent of Hospital/ Clinic
HMEXIARERRE~OBE

1. Please fill in this form so that the patient may claim the national health insurance
benefit i
ZORAREECERRREROBNORKLETTOT, HALEE LET,

2. This form should be completed and signed by either the attendingphysician or the

* superintendent of a hospital/clinic :
Z OFRERYE RROSEHESEE, 20BELTFEN,

3. One form for each month: and one form for hospitalization / outpatient (home visit) should be
ﬁl[ed out. %‘E ﬁ\ j\p}%' WE‘:O%\ :@ﬁﬁﬁﬁ%;’?‘j}

4. If not in dollars, please specify the wunit used
FABAOREDREIT OB EFHNTEEN,

ltemized receipt

HW IR M FE

(1) TFee for initial office visit s 1_1_0_
(2) TFee for follow—up office visit B $ i 0

(3) Fee for home wvisit ooz 3

(4). Fee for hospital visit : IAREER 3

(5) Hospitalization AR 3

(6) Consultation DER $

(7} Operation FHR 3

(8) X—ray examination XBRER 3

{9) Medication EIER $ 00
(10)  Anesthetics _ . RER

(11) Operating rcom charge FiERA / ‘fooo{ Costs
(12) Others(specify) € D{fz (FAEMHE) 30 $ _

(13) Total & s ko .

Important :Exclude the amount irrelevant to the treatment, i-e, extra charge for a bed.

e (o7 (o9

®E ¥ : ERERSERCEERRORN b ORIV TT S,
Name of Patient
BEs Last # I’fﬂ LU\S ,’ﬁ First £ Tﬂ Fo

Name and Address of Attendipg Physician,/Superintendent of Hospital or Clinic
BUEXRRRESROANECER

Name 4Hi  :Last g Wooelford i,y Jack Ti-tle nz_M.D
Address . 7+ Home 8% 80 Brottle Street Combrolge ,MA by, ms (213~ 450- 199 0

Office WBERISEHR 55 Eagt ¥oth Steet New Tork e mamOle - 3454189
Date B :_ 3l / (0 / 2915 Signature B4 ( EEo 1y

\Jovm-’s 5i9h S

K%F%‘, nAFrP
(Hﬁf”f"‘( Stamp )



